INTRODUCTION
The focus of service quality in industries and particularly in hospital aims to offer their clients services with total quality, free from risk and damage, thus providing safety and satisfaction to the client/ patient (1) . According to this point of view, it has been observed that errors in hospital healthcare not only go against this principle but may cause damage to clients/patients, as well as to service providers (2) .
To reduce problems in healthcare, a quality assurance program in institutions is recommended to guarantee a high degree of excellence by measuring and evaluating structural components, goals, processes and results, followed by the changes needed to improve the service (3) . to guide the quality and control of healthcare actions (4) . Also, with the objective of healthcare service quality improvement, Hospital Evaluation Programs have gained strength in the past decades. They consist of an external evaluation system that verifies the concordance of the structure and healthcare processes adopted with the set of previously established standards. In Brazil, the National Evaluation Organization (ONA) offers the Brazilian Manual of Hospital Evaluation, an instrument that works as a guideline for institutions to establish high-quality healthcare standards (5) .
In this context of service evaluation, in which nursing healthcare is included, the result indicators that constitute important management instruments are included. Without them, it would be impossible to evaluate quality objectively (6) . Defined as either quantitative or qualitative representations of results, several indicators are used in hospitals. The most traditional ones include death rate, length of hospital stay, readmission rates, hospital infection rates, surgical complications and percentage of cesarean sections (7) . Although these data are relevant, as a result of the demands posed by hospital evaluation programs, other indicators have been incorporated as guidelines to monitor and evaluate quality, including rates of adverse events.
Adverse events (AE) are undesirable but preventable occurrences, damaging or harmful in nature, which jeopardize the safety of the patient under the care of the health professionals (8) .
In hospital institutions, nurses' involvement in healthcare errors can be found in several situations, such as: medication errors, patient falling, extubation, burns during procedures, hemorrhages due to the disconnection of drains and catheters, among others (9) .
Several studies, performed in different hospital units, have explored the AE phenomenon, considering its characteristics and consequences for the patients (10) (11) (12) .
In critical units, several authors have investigated these events and their respective consequences for the patients, highlighting, among their findings, AE with tubes, drains and catheters (13) , medication errors (11) , patient fall (10) , unplanned extubations (14) , pressure ulcers (14) and hospital infections (12) . Also, the actions nurses perform immediately after these events in emergency units have been investigated (15) . 
METHOD
This is a quantitative, descriptive, retrospective and cross-sectional study.
The data were collected from the AE 
Data Collection
The following definitions were adopted for this study.
Adverse event was defined as an undesirable but preventable occurrence, which may cause damage to the safety of the patient under the responsibility of healthcare professionals (16) .
As for medication errors, these were defined as preventable AEs, occurring in the phases of medication preparation and administration, including the following types: omission of doses, incorrect doses, incorrect concentration, incorrect medication, incorrect dosage, incorrect technique, incorrect way of administering, incorrect speed, incorrect time, incorrect patient and medication past expiration dates (17) .
Regarding falling, the adopted definition was "a sudden and unexpected change in the position of the body in which the static mechanism of body fixation fails, and the voluntary or reflexive answer to correct this imbalance is inadequate" (18) .
To collect the data, an instrument named "Adverse Event Report" was used, consisting of Table 2 shows that, during the study period, the AE related to the nasogastric tubes (132 -57.6%), falling (38 -16.6%) and medication errors (34 - The data in Figure 1 show that, at both the ICU and IU, the predominant error was administering wrong medication (46.7% and 45.5%, respectively), while incorrect times for medication administration were predominant at the SCU, with 87.5%.
As for the interventions performed immediately after the occurrence of these events, the main action was communication of the event to the physician (47.6%), followed by the administration of the correct medication (44.12%).
About the "falling" events, differently from ICU and SCU, the highest occurrence was found at the IU, with falling from height as the most common occurrence (78.4%).
Also, in the cases of falling, the main nursing action performed was communication of the event to the physician (55.26%), followed by a physical exam and placing the patient on the bed again (15.8%).
Regarding the AE related to the nasogastric tube, with a higher frequency in this study, its distribution according to type is as follows. Data from table 3 shows that the AE rates, considering the total amount of patients exposed to the procedures were higher with nasogastric tubes, especially at the SCU, when compared to the other units.
DISCUSSION
The results referring to age, gender and reasons for admission in this research are similar to other studies on AE regarding predominance of the male gender (56.3%) (11, 14) , age over 61 years (77.7%) and admission due to changes in the cardiovascular system (37.1%), followed by the respiratory system (25.3%) (11) (12) 14) .
Regarding the characterization of the AE according to nature, the predominance of events related to the nasogastric tube (132 -57.6%) was verified, which is in agreement with findings from other studies about AE in ICUs and Inpatient Units, showing a higher demand for attention by the nursing team in handling and care with this device (12) (13) . Also, interesting peculiarities of the type and place of events with nasogastric tubes should be discussed. It is observed that the unplanned removal of the tube comprises most of these events, with higher frequencies at ICU (53.8%) and SCU (54.20%).
Hence, it can be assumed that the severity of these patients not only demands a higher amount of devices, but also the handling of this equipment by the nursing team, which makes them a source of risk for the occurrence of AE.
After the nasogastric tube AE, falling (38 -16.6%) and medication errors (34 -14.8%) predominate, respectively, at the IU and ICU. Studies on this theme are similar to the results found (12) (13) .
As for a higher frequency of falls at the IU, they can be justified because the patients, who are not under surveillance all the time, stand up to see to their own basic needs. Considering the serious complications falls can entail for patients' physical and emotional integrity, besides financial consequences for the institution, the AE related to falling have been considered an expressive indicator of results, which contributes to a new focus on quality of care and patient safety.
About the types of medication errors, studies find different results and a large variety in the typology of the errors, reflecting the inherent complexity of this activity (11, (14) (15) . The higher occurrence of these errors at the On the other hand, the accidental removal of a nasogastric tube can be safely corrected just with its reinsertion.
The distribution of nursing professionals per patient in this study shows that with a ratio of one employee for every two patients at the ICU, adverse events happened more frequently at this type of unit.
Thus, it can be conjectured that staff allocation should be mainly guided by the severity of patient and nursing workload in order to assure excellence in nursing practice at the bedside. 
